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Abstract 
The use of superstitions, in healthcare settings, is often used to understand 
uncontrollable events. In order to describe the knowledge and clinical relev-
ance of superstitions, survey data were collected from nursing staff who pro-
vide direct patient care. Using a research-based, study-specific survey, the aim 
of this study was to describe the knowledge and clinical relevance of supersti-
tions among nurses who provide direct patient care in a hospital setting. These 
data were analyzed to describe the study population, along with their know-
ledge and clinical relevance of superstitions, and compare the responses based 
on self-disclosure of superstitiousness. Participants that described themselves 
as superstitious reported a greater propensity for superstitions to be clinically 
relevant. Less education and younger age increased one’s use of superstitions 
in a clinical setting. The use of superstitions provides a coping mechanism for 
healthcare providers and a format to explain and understand uncontrollable 
events. 
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1. Introduction 

Superstition, as a noun, is believed to derive from two Latin words. Superstitio, 
which means “to stand over in awe,” and from superstes, which means “outliv-
ing” or “surviving.” Together, these words describe ideas and/or beliefs that re-
main long after their original intention has been forgotten (Stapelberg, 2014). Orig-
inally, superstitions were used to describe natural phenomena (thunderstorms) 
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or understand events that could not be controlled (illnesses). Taher and associates 
(2020) theorize that people become superstitious when death, illness, or adverse 
events are encountered. In these situations, the superstitions are used to relieve 
inner turmoil caused by fear, anxiety, and feelings of failure. Superstitions pre-
vented ignorance for they explained events and minimized the fear of the un-
known. As a result of scientific advances, Stapelberg posits that a belief in supersti-
tions, as a way of thinking, is outmoded. Yet the use, and belief in, superstitions 
exist. In the 21st Century, Matute and associates (2011) summarize the plethora 
of research which documents the tendency to see causal relationships where 
none exist. Research by Griffiths and associates (2019) demonstrates a direct re-
lationship between a person’s self-reported superstitions to the likelihood of ex-
periencing them and the ability of the superstition to guide behavior.  

Superstitions have been identified as activities used in situations where there 
is a loss of control (Whitson & Galinsky 2008). The structure afforded by the 
superstition provides a sense of comfort, allowing the individual to cope with the 
situation, and provide an explanation, even if that explanation is illusionary. These 
illusions provide a sense of structure to an otherwise chaotic environment. Higher 
levels of intuitive thinking, along with lower levels of analytical thinking, have 
been posited to results in superstitious beliefs (Vyse, 1997). Thus, superstitions may 
be used as a coping mechanism to manage stress, anxiety, and uncertainty in situ-
ations where control is not possible. This description aligns with the experience 
of healthcare professionals during the COVID-19 pandemic. A review of the li-
terature failed to identify a link between superstitious beliefs and coping during 
a healthcare crisis. Thus, this research was undertaken to determine if any cor-
relation exists.  

2. Problem of the Study 

Superstitions provide a mechanism to attain control or manage events, especially 
when one feels helpless. The worldwide challenges of the COVID-19 pandemic 
resulted in uncontrollable healthcare challenges. These challenges included un-
certainty with respect to the appropriate treatment(s) for those infected, ambi-
guity in the mode(s) of transmission, and the ability to protect oneself, along with 
staffing and equipment shortages. For healthcare providers, superstitions may pro-
vide a necessary coping mechanism when situations become, and remain, out of 
one’s control. The purpose of this survey study was to describe the level of fami-
liarity with superstitions and the relevance to clinical practice among nursing staff 
employed at an acute care health facility.  

3. Study Objectives 

 To describe the level of familiarity nursing staff have specific to various types 
of superstitions. 

 To describe the strength of these superstitions to influence clinical care pro-
vided. 
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 To identify differences in knowledge or relevance of superstitions based on 
demographic data.  

 To correlate one’s self-reported superstitiousness stance to knowledge and/or 
relevance to clinical practice.  

This study aims to describe the level of familiarity and relevance to clinical prac-
tice of superstitions.  

4. Study Significance 

 These data illustrate the role of superstitions as a coping mechanism in health-
care situations that are beyond one’s control. 

 Describe which superstitions are well-known and which superstitions influ-
ence care. 

5. Literature Review 

Superstitions, defined by Huque and Chowdhurry (2007), are “beliefs about par-
ticular events that cannot be explained by scientific reasoning” (p. 18). These be-
liefs have been prevalent throughout history (Faiza, 2018) and have been identi-
fied as a source of behavior (Hirshleifer et al., 2018). Taher and associates (2020) 
speculate that superstitions have pronounced psychological-cognitive effects that 
guide beliefs and actions. Luck, chance, or coincidences are concepts used to de-
fine an experience that is improbable, and as such they differ from superstitions. 
Superstitions are often used to bridge the gap present when events cannot be ex-
plained through scientific reasoning (Parnell et al., 2012). 

Culture has a definite influence on the content of superstitions, along with the 
belief and behavioral consequences of these events. While every culture has spe-
cific superstitions (Carlson et al., 2009), demographic research has identified va-
riables that influence beliefs and the use of superstitions to guide behavior. Re-
search by Buhrmann and Zaugg (1981) identified females as having higher levels 
of superstition than males in the general population. Yet when comparing gend-
er beliefs among athletes, male hockey players report a higher engagement in 
superstitious behaviors than female hockey players (Neil, Anderson, & Shep-
pard, 1981). Yet, female basketball players were more likely that their male coun-
terparts to report superstitious beliefs and behavior (Buhrmann & Zaugg, 1981). 
Ramezani and colleagues (2016) failed to identify differences in superstition be-
liefs based on education; participants with the lower level of education reported 
similar beliefs as highly educated individuals. Age also failed to influence supers-
titious beliefs or behavior (Torgler, 2007).  

Within healthcare, Hong (2018) describes the cultural stigma that impacts health 
communication and the euphuisms used to talk about death. An example of this 
is provided by Kuhl (2003) as the fear of “talking about death beckons it” (p vx). 
Results from a descriptive study by Wong (2012) identified death anxiety as pre-
valent among Chinese undergraduates who also described themselves as very su-
perstitious. Superstitions in healthcare appear to have positive and negative ef-
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fects. Taher et al. (2020) explain “for instance, a chronically ill person blames his 
illness on fate and destiny, and his stress is thus reduced, and he can even be sa-
tisfied with living with a chronic disease. Nonetheless, this thinking makes him 
not pursue his treatment and care and he will thus witness adverse effects on his 
body and soul in the long term, which is regarded as a negative consequence” (p. 
1328). In earlier research, Taher et al. (2015) determined that patients who held 
several superstitious beliefs and had a diagnosis of hypertension failed to adhere 
to their plan of care. This correlation is supported by the research results of Ab-
redari et al. (2015) and Omeje and Nebo (2011) among diabetic patients.  

Peterson (1978) provides a theoretical framework useful for categorizing su-
perstitions. Based on Skinner’s (1953) behavioral work, which linked supersti-
tious rituals to the erroneous perception of a correlation between personal expe-
rience and behavior. Peterson then placed superstitions into self-oriented cate-
gories. These categories, 1) unspecified bad (UB), 2) unspecified good (UG), 3) 
protective rituals (PR), or 4) specific consequences (SC) served to place the su-
perstition within a belief, thus providing a purpose for the activity. This frame-
work was used to format the survey instrument used in the present study. Vyse 
(1997) states that “if there is one universal truth about superstitions, it is that 
superstitious behavior emerges as a response to uncertainty to circumstances that 
are inherently random and uncontrollable” (p. 201). 

Among healthcare providers, superstitions are portrayed as interventions used 
as coping mechanisms aimed at managing stress, anxiety, or discomfort in situa-
tions where control is not possible. Superstitions surrounding illness and death, 
for nurses, are used to make sense of the death and alleviate the anxiety and 
feeling of failure. When science and logical explanations fail to explain the death, 
superstitious beliefs may relieve the inner turmoil and anxiety (Kashdan & Rot-
tenberg, 2010). Death superstitions may be categorized as preventative, or activi-
ties aimed toward preventing the death, or ritualistic, which are activities aimed 
at easing the transition to death for the patient. Superstitions provide a mechan-
ism to correlate one event to another when a natural or scientific reason fails to 
exist (Taher et al., 2020). While chance, luck, and consequences are close con-
cepts to superstition, superstition has a cultural foundation toward understand-
ing unexplainable events and rationalizing behavior. Thus, chance may be a one- 
time event, luck tends to affect behavior when its presence is perceived (Parnell 
et al., 2012), and consequences are used to illuminate a result. Taher et al. (2020) 
posit that the recognition of superstitions, as a motivator for decisions and be-
haviors, provides a method to support the individual in situations that are un-
controllable.  

6. Study Hypothesis 

 Descriptive research aims to describe specific behaviors or attributes, Study 
hypothesis one: To describe the study population using demographic data, 
the social desirability response, the self-disclosed ranking of superstitiousness, 
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and the locus of control. 
 Study hypothesis two: To explore and describe the knowledge and relevance 

of superstitions to clinical practice among nurses in an acute care hospital.  
 Study hypothesis three: To correlate these responses to the perceived self-des- 

cribed level of superstition, the self-reported locus of control, and specific de-
mographic data. 

7. Methodology of Study 

This descriptive study used survey data to explore and describe the knowledge 
and relevance of superstitions among nursing staff (registered nurses [RN] and 
unlicensed providers [UAP]) who provide direct patient care in an acute health-
care setting. Data were obtained via a survey, administered using a web-based 
format, which provided confidentiality and anonymity. 

A study invitational email was sent to each potential participant from the Chief 
Nursing Officer (CNO) at the study site. This letter described the purpose of the 
study, the time requirement associated with participation, what would be done 
with the responses, the known and potential risks associated with participation, 
a statement clarifying that participation was voluntary, employment status will 
not be affected if the decision is to not participate, that study conclusions will be 
reported in aggregate format only, and contact people, with phone numbers, were 
provided if further information was desired, or if there were study participation 
questions. Embedded within the email was a live link to the survey tool; access to 
the study survey required clicking on this link. The ability to complete the survey 
during multiple timeframes was feasible, skipping items where the preference 
was not to provide a response was possible. As the CNO, access to individual 
emails was supported by the job responsibilities; email was the preferred method 
of secure communication at the study site.  

Study data were collected over an eight-week period during the winter months 
of 2020-2021 (the initial peak of the COVID-19 pandemic). A study invitational 
email, which detailed the study aim, purpose, known risks, and estimated time 
required for participation, was sent to each participant. If participation was de-
sired, the link to the survey was embedded within this email. The decision to ob-
tain data using an online format was guided by the ability to invite all potential 
participants regardless of shift or frequency of working, the ability to complete 
the survey at a time and place convenient for the participant, and the ability to en-
sure data were confidential and anonymous. The study was approved, as exempt 
research, by the hospital’s Institutional Review Committee, where it was deter-
mined that participation would encompass approximately 10 minutes. 

8. The Study Tools 

Guided by the literature and anecdotal experiences of the members of the Re-
search and Innovations Nursing Shared Governance Council at the study site, an 
18-item, 3-point Likert response survey was developed. Formatted using the self- 
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oriented categories described by Peterson (1978) and the survey development 
depicted by Chukkali and Dey (2020), an initial pool of 37 superstitious were iden-
tified through the literature, nursing-specific websites and blogs, and the lived ex-
periences of the Council members. These were reviewed by the members of the 
Council for familiarity and appropriateness to the setting; 18 were selected for 
inclusion. These items were placed within the framework described by Peterson 
(1978) as 1) unspecified bad, 2) unspecified good, 3) protected ritual, and 4) spe-
cific consequence. The first subscale had one general superstition item and five 
nursing specific items; each subsequent subscale had one general superstition item 
and three nursing specific items. One open-ended response item allowed each 
participant to add and describe a superstition they had either knowledge or an 
awareness of. The study survey is displayed in Table 1. 

In addition to these items, each participant self-described their level of supers-
titiousness guided by four possible responses (very superstitious, superstitious, 
ambivalent toward superstitious, not superstitious at all). The three items as-
sessed each participant’s locus of control and were used to develop sub-populations  
 
Table 1. Study survey. 

Level of Familiarity and Relevance to Clinical Practice 

Breaking a mirror causes 7 years of bad luck (UB) (general) 

Saying the “Q” (quiet) word causes an increase in workload/activity (UB) 

Death/bad luck comes in threes (UB) 

A full moon means chaos is coming (UB) (general) 

Some patient rooms are cursed/bad luck (UB) 

Some staff carry a black cloud (bad luck follows them) (UB) 

People have a lucky number or totems (i.e. lucky uniform, socks, charms (UG) (general) 

Moving the code cart close to the room of a patient doing badly prevents a code from happening 
(UG) 

Opening a window to let a soul leave; giving permission to die (UG) 

Not opening a sterile package early prevents the need for the procedure (UG) 

Knocking on wood prevents the undoing of a previous statement (PR) (general) 

Tying a knot in the bedsheet keeps the patient from dying (PR) 

Never mention frequent flyers by name or they will show up (PR) 

Do not say “see you soon” when dismissing a patient as that results in a re-admission (PR) 

Seeing a black cat brings bad luck (SC) (general) 

When you drop a pill (in packaging) walking into a patient’s room, do not give it to them right 
away because they will choke on that one pill. Wait until all other meds are swallowed then give 
them the dropped medicine.(SC) 

Printing out the death packet too early makes a long drawn-out death (SC) 

If you bring something to work to read/do you WILL be busy (SC) 

https://doi.org/10.4236/jss.2021.99015


M. Thomassy et al. 
 

 

DOI: 10.4236/jss.2021.99015 210 Open Journal of Social Sciences 
 

(high level of control and low level of control). One social desirability item was 
included in the survey and used only to determine if bias was present in partici-
pant responses (Phillips & Clancy, 1972). Demographic data were collected, which 
was used to describe the study population and to identify trends based on these 
variables.  

9. Limits of Analysis Tools 

 Objective limits: A description of the familiarity of superstitious beliefs among 
nurses, the relevance of these beliefs to their clinical practice or workplace 
activities. 

 Human limits: Nurses employed at the study site who voluntarily provided 
data. 

 Spatial limits: An acute care health facility located in the Midwest region of 
the United States of America. 

 Temporal limits: The winter months of 2020-2021. 

10. Data Analysis and Discussion of Results 
10.1. Characteristics of the Study Sample—Study Hypothesis  

One—To Describe the Study Population Using Demographic  
Data, the Social Desirability Response, the Self-Disclosed  
Ranking of Superstition, and the Locus of Control 

The study population consisted of adult volunteers, employed at the study site, 
in a nursing position (RN or UAP). Human Resource data were used to initially 
identify the study population. Inclusion criteria limited participation to those in 
nursing job categories. Exclusion criteria eliminated individuals not in a nursing 
position in which they provide direct patient care. The study participation invite 
was sent to the password protected; employer supported email of 1172 individu-
als. Of these individuals, 502 completed and submitted the survey. This represents 
a 42.8% participation rate. Results from a power analysis, using the 18-Likert res-
ponses in the study survey, calculate to an 80% confidence interval, with a 5% 
(0.05) risk of a Type II error.  

Demographic characteristics of the participants are presented in Table 2. In 
general, the majority of the participants were female (92.2%), employed as a reg-
istered nurse (RN) (80.73%), in a full-time position (72.8%), working day shifts 
(7A - 7P) (67%), and having earned a Bachelor’s Degree (58%). Being employed 
in healthcare was almost evenly split with 54.4% of the population reporting at 
least 10 years of experience. Fifty-three percent of the study population reported 
their age to be under 40 years. The largest percent of participants (19.6%) re-
ported being between the ages of 25 to 30 years old, with those either 46 to 50 or 
over the age of 60 years encompassing the smallest population samples, at 7.4% 
each.  

Responses to the Social Desirability item were calculated to determine if the 
responses were skewed, based on the ability to provide data free of social or cul-
tural pressure. These data indicate a slight propensity for the study population  
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Table 2. Demographic characteristics of the participants.  

Property Category Number Ratio 

Gender categories 

Male  8.0% 

Female  92.2% 

Non-disclosed  0.2% 

Job classification 
Registered Nurse (RN) 352 80.7% 

Unlicensed Providers (UAP) 84 19.3% 

Job status 

Full time 356 72.8% 

Part time 80 16.4% 

As needed/on call (PT or PTOC) 53 10.8% 

Shift worked 

Days (7A - 7P) 334 67% 

Nights (7P - 7A) 134 26.8% 

Mixed or variable 31 6.2% 

Years of employment 
at study site 

Less than 1 year 16 3% 

1 - 5 years 110 22% 

6 - 10 years 98 19.4% 

11 - 15 years 62 12.3% 

16 - 20 years 49 9.7% 

More than 20 years 167 33.6% 

Level of education 

High School Degree 30 6% 

Diploma 40 8% 

Associates Degree 99 19.8% 

Bachelors Degree 290 58% 

Masters Degree 37 7.4% 

Doctorate Degree 4 0.8% 

Age in categories 

Under 25 years 50 10% 

25 - 30 years 98 19.6% 

31 - 35 years 67 13.4% 

36 - 40 years 50 10% 

41 - 45 years 60 12% 

46 - 50 years 38 7.4% 

51 - 55 years 51 10.2% 

56 - 60 years 50 10% 

Over 60 years 38 7.4% 

 
(71.5%) to disagree with the item, reflective of little societal pressure to conform. 
The Locus of Control items were calculated to describe the desire for these study 
participants to control a situation (70.9%), the ability to recognize that control is 
not always possible (88.7%), and how superstitions are used in uncontrollable 
situations (64.3%). Responses reveal a study population that would like to be in 
control, yet are aware that this is often not possible, and that there are situations 
in which prevention is not feasible. These results are displayed in Table 3. Re-
sults of the self-reported ranking of superstition describe a study population in 
which one-third report being superstitious, at some level. Slightly less than one-  
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Table 3. Social desirability and superstitious locus of control survey responses. 

ITEM Response Number Ratio 

I sometimes think when people have misfortune 
they only got what they deserved (Social Desirability) 

Yes 137 28.5% 

No 343 71.5% 

The ability to be on control of any situation 
is important to me (Locus of Control) 

Yes 339 70.9% 

No 139 29.1% 

Some things are going to happen and there is nothing 
you can do to prevent them (Locus of Control) 

Yes 425 88% 

No 54 11.3% 

Using superstition helps maintain some perception 
of control over a situation (Locus of Control) 

Yes 171 35.7% 

No 308 64.3% 

 
fourth describe themselves as not superstitious at all. Almost half the study pop-
ulation (46.1%) is ambivalent toward superstitions. These results are displayed 
in Table 4. 

10.2. Testing the Hypotheses of the Study 

Study hypothesis two: To explore and describe the knowledge and relevance of 
superstitions to clinical practice among nurses in an acute care hospital. Res-
ponses to the level of familiarity and relevancy survey items underwent descrip-
tive analyses. Each item was assessed for both level of familiarity and relevancy, 
providing the ability to detect, and separate, knowledge of the superstition to 
those guiding clinical practice. These results are displayed in Table 5. Results 
indicate that, in general, these study participants were familiar with generic su-
perstitions readily available within the culture. The ability of these generic su-
perstitious to have relevancy in healthcare varied. Items assessing UB supersti-
tions were denoted to have clinical relevance, while the UG and PR items were 
neutral in their clinical relevance, and the SC item was not relevant to clinical 
practice. There were two healthcare-specific items in which greater than 75% of 
the population were very familiar with: 1) saying the Q (quiet) word causes an 
increase in workload/activity and 2) death /bad luck comes in threes. There were 
three items in which greater than 75% of the study population reported being 
unfamiliar with: 1) tying a knot in the bedsheet keeps the patient from dying, 2) 
when you drop a pill (in packaging) walking into a patient's room, do not give it 
to them right away because they will choke on that one pill, and 3) printing out 
the death packet too early makes a long drawn-out death. There were no health-
care-specific items described as very relevant to clinical practice. Healthcare- 
specific items described as irrelevant to clinical practice included: 1) not opening 
a sterile package early prevents the need for the procedure, 2) tying a knot in the 
bedsheet keeps the patient from dying, 3) do not say “see you soon” when dis-
missing a patient as that results in a re-admission, 4) when you drop a pill (in 
packaging) walking into a patient’s room, do not give it to them right away be-
cause they will choak on that one pill, and 5) printing out the death package too 
early makes a long, drawn-out death. 
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Table 4. Superstitious self-description. 

ITEM Number Ratio 

I am very superstitious 12 2.5% 

I am superstitious 159 33.1% 

I am ambivalent toward superstitions 221 46.1% 

I am not superstitious at all 88 18.3% 

 
Table 5. Familiarity and clinical relevance survey, differences between those self-describing themselves as superstitious. 

Item 

Familiarity Clinical Relevance 

Unfamiliar Familiar 
Very 

Familiar 
Irrelevant 

Somewhat 
Relevant 

Very 
Relevant 

Breaking a mirror causes 7 years of bad luck (UB) (general) 
3.9% 
(3%) 

16.8% 
(18%) 

79.3% 
(79%) 

73.6% 
(18.5%) 

−57.8 

18.7% 
(29%) 
+10.3 

7.7% 
(52.5%) 

+44.8 

Saying the “Q” (quiet) word causes an 
increase in workload/activity (UB) 

5.1% 
(3.6%) 

8.8% 
(4.2%) 

86.0% 
(92.2%) 

21.2% 
(6.8%) 
−14.1 

25.5% 
(14.8%) 

−10.7 

53.3% 
(78.4%) 

+25.1 

Death/bad luck comes in threes (UB)  
14.0% 
(9.6%) 

81.7% 
(86.2%) 

30.3% 
(14.2%) 

−16.1 

32.7% 
(28.4%) 

−4.3 

37.0% 
(57.4%) 

+20.4 

A full moon means chaos is coming (UB) (general) 
1.5% 

(0.6%) 
4.1% 

(3.6%) 
93.8% 

(95.8%) 

13.8% 
(3.7%) 
−10.1 

23.7% 
(13.6%) 

−10.1 

62.5% 
(82.7%) 

+20.2 

Some patient rooms are cursed/bad luck (UB) 
20.0% 
(2.6%) 

24.7% 
(21.5%) 

55.3% 
(65.9%) 

48.4% 
(26.3%) 

−22.2 

27.6% 
(31.2%) 

+3.6 

24.0% 
(42.5%) 

+18.5 

Some staff carry a black cloud (bad luck follows them) (UB) 
17.4% 

(12.0%) 
26.2% 

(24.5%) 
56.4% 

(63.5%) 

39.6% 
(21.1%) 

−18.5 

30.4% 
(37.3%) 

+6.9 

30.0% 
(41.6%) 

+11.6 

People have a lucky number or totems 
(i.e. lucky uniform, socks, charms (UG) (general) 

13.4% 
(9.0%) 

26.1% 
(27.5%) 

60.5% 
(63.5%) 

60.0% 
(37.7%) 

−22.3 

26.9% 
(39.5%) 

+12.6 

13.1% 
(22.8%) 

+9.4 

Moving the code cart close to the room of a patient 
doing badly prevents a code from happening (UG) 

44.5% 
(37.6%) 

18.3% 
(19.9%) 

37.2% 
(42.5%) 

57.8% 
(42.6%) 

−15.2 

23.2% 
(27.1%) 

+3.9 

19.0% 
(30.3%) 

+11.3 

Opening a window to let a soul leave; 
giving permission to die (UG) 

27.7% 
(19.2%) 

28.4% 
(29.3%) 

43.9% 
(51.5%) 

62.4% 
(42.8%) 

−19.6 

19.5% 
(28.6%) 

+9.1 

18.1% 
(28.6%) 

+10.5 

Not opening a sterile package early prevents the need for the 
procedure (UG) 

69.2% 
(58.4%) 

18.5% 
(23.5%) 

12.3% 
(18.1%) 

78.6% 
(64.2%) 

−14.4 

15.3% 
(22.8%) 

+7.5 

6.1% 
(13.0%) 

+6.9 

Knocking on wood prevents the 
undoing of a previous statement (PR) (general) 

3.4% 
(1.8%) 

10.1% 
(9.0%) 

86.5% 
(89.2%) 

32.1% 
(12.9%) 

−19.2 

30.7% 
(27.8%) 

−2.9 

37.2% 
(59.3%) 

+22.1 

Tying a knot in the bedsheet keeps the patient from dying (PR) 
85.1% 

(82.0%) 
9.2% 

(10.8%) 
5.7% 

(7.2%) 

86.0% 
(78.4%) 

−7.6 

11.1% 
(17.3%) 

−6.2 

2.9% 
(4.3%) 

+1.4 

https://doi.org/10.4236/jss.2021.99015


M. Thomassy et al. 
 

 

DOI: 10.4236/jss.2021.99015 214 Open Journal of Social Sciences 
 

Continued 

Never mention frequent flyers by name or they will show up (PR) 
33.4% 

(26.3%) 
18.1% 

(16.8%) 
48.5% 

(56.9%) 

49.0% 
(34.6%) 

−14.4 

25.2% 
(24.1%) 

−1.1 

25.8% 
(41.3%) 

+15.5 

Do not say “see you soon” when dismissing a 
patient as that results in a re-admission (PR) 

67.4% 
(53.9%) 

20.5% 
(26.9%) 

12.1% 
(19.2%) 

76.5% 
(59.3%) 

−17.2 

14.5% 
(25.9%) 

+11.4 

9.0% 
(14.8%) 

+5.8 

Seeing a black cat brings bad luck (SC) (general) 
5.0% 

(4.8%) 
19.4% 

(22.3%) 
75.6% 

(72.9%) 

76.0% 
(61.1%) 

−14.9 

14.9% 
(21.0%) 

+6.1 

9.1% 
(14.8%) 

+5.7 

When you drop a pill (in packaging) walking into a 
patient’s room, do not give it to them right away because 
they will choke on that one pill. Wait until all other meds 
are swallowed then give them the dropped medicine.(SC) 

95.9% 
(92.8%) 

3.0% 
(5.4%) 

1.1% 
(1.8%) 

89.4% 
(81.5%) 

−7.9 

7.9% 
(12.3%) 

+4.4 

2.7% 
(6.2%) 

+3.5 

Printing out the death packet too early 
makes a long drawn-out death (SC) 

89.0% 
(83.8%) 

6.7% 
(10.2%) 

4.3% 
(6.0%) 

85.6% 
(75.8%) 

−9.8 

11.8% 
(16.1%) 

+4.3 

3.6% 
(8.1%) 

+4.5 

If you bring something to work to read/do you WILL be busy (SC) 
30.3% 

(17.3%) 
22.6% 

(21.0%) 
47.1% 

(61.7%) 

43.0% 
(22.2%) 

−20.8 

27.6% 
(30.9%) 

+3.3 

29.4% 
(46.9%) 

+17.5 

Key—initial number is total study population. Bolded number in parentheses are those that described themselves as very superstitious or superstitious, 
italicized number with designated + or − is the difference score for those describing themselves as superstitious, compared to the study population as a 
whole.  

 
Study hypothesis three: Correlating these responses to the perceived self-described 

level of superstition, the self-reported locus of control, and specific demographic 
data were performed. Guided by the self-reported responses to the level of su-
perstitious item, responses that self-described being superstitious or very supers-
titious were combined. This provided a sub-group population of 35% of the overall 
population. Separate study groups were defined based on the superstitious re-
sponse. Then, demographic data, as well as responses to the study survey, were 
compared between the two groups. 

Demographically, there were no statistically significant differences for each va-
riable when comparing those describing themselves as superstitious versus not 
being superstitious. Some trends were identified. There were no differences in 
describing oneself as superstitious based on gender, employment status, or shift 
worked. Study participants that were UAPs tended to describe themselves as su-
perstitious more frequently (68%) when compared to RNs. The level of educa-
tion had a minor impact on superstition; among those with less than an under-
graduate degree, 35.2% described themselves as superstitious, which is similar to 
the 34% of responses among the study population as a whole. Yet, as the level of 
education increased, the self-description as being superstitious decreased by 2% 
with a Bachelor’s degree, 5% with a Master’s Degree, and 6.4% among those with 
a doctorate. It seems prudent to posit that education has an associated impact on 
superstitious beliefs. A similar finding is noted within age; 53% of the study popu-
lation that self-described as being superstitious were under the age of 40 years, 
yet 59.8% of the self-reported superstitious sub-group is under the age of 40 years. 

https://doi.org/10.4236/jss.2021.99015


M. Thomassy et al. 
 

 

DOI: 10.4236/jss.2021.99015 215 Open Journal of Social Sciences 
 

There is an uptick in superstitious beliefs among those between the ages of 41 to 
45 years, with 12% the entire study population reporting being superstitious, a 
number which increased to 16% within the superstitious sub-group. Other than 
this quirk, superstitious beliefs tend to decrease with age, with the greatest change 
occurring among those over age 60 years (from 7.4% to 3.2%).  

Comparing responses from the entire study population to those self-reporting 
superstitious beliefs (the superstitious sub-group is in bolded text) was per-
formed. Based on a study population size of approximately 500, any 5% change 
was arbitrarily chosen to identify a trend. Thus, this respected the stability among 
most of these responses, while highlighting trends and areas where further re-
search may be warranted. The percent differences are displayed in Table 5 and 
summarized as follows. 

Within the level of familiarity sub-section, those that described themselves as 
superstitious have a greater familiarity with nine superstitions. Within the UB 
items, these participants 1) were more familiar with the superstition that saying 
the “Q” word causes an increase in workload/activity, 2) believe that some pa-
tient rooms are cursed/bad luck, and 3) think some staff carry a black cloud (bad 
luck follows them). Within the UG items, participants that described themselves 
as superstitious also were either unfamiliar or very familiar with the correlation 
between 1) moving the crash cart close to the room prevents a code from happen-
ing, 2) opening a window to let a soul leave, giving permission to die, and 3) not 
opening a sterile package preventing the need for the procedure. Within the PR 
items, unfamiliar or very familiar varied between the study population as a whole 
and those that identified themselves as superstitious for 1) never mentioning a 
frequent flyer by name to avoid them showing up and 2) not saying “see you 
soon” when dismissing a patient to prevent a re-admission. A similar bi-modal 
change was noted within the SC sub-section, responses from superstitious par-
ticipants on the item that assessed bringing something to work will result in a busy 
shift was also described as unfamiliar or very familiar by this population, when 
compared to the study participants as a whole.  

Comparing responses between the entire study population to those of partici-
pants who self-described themselves as superstitious was also undertaken. Using 
the same format, differences greater than 5%, while not statistically significant, 
were identified as trends. Analyses of these data reveal that participants who self- 
described themselves as superstitious perceived each item on the survey to be 
very relevant. When comparing the responses indicating the item to be irrele-
vant, the responses decreased by a mean of 17.9% (range 7.6% - 57.8%). The 
item with the least irrelevance variance when compared to the study population 
as a whole described tying a knot in the bedsheet to keep the patient from dying 
(−7.6%). This item also achieved the least very relevant variance (+1.4%) be-
tween the two study populations. Breaking a mirror causes 7 years of bad luck 
was identified as irrelevant for 73.6% of the study population as a whole, yet only 
18.5% of those self-identifying as being superstitious described this item as irre-
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levant; a difference of 57.8%.  
In summary, while several items within the level of familiarity aspect of the 

survey was perceived differently, based on one’s belief in superstitions, each item 
was perceived to have greater relevance to clinical practice among those partici-
pants who described themselves as superstitious. While superstitions are relevant 
to clinical practice, they are embraced among those who, as a general rule, de-
scribed themselves as superstitious.  

The clinical situation during the data collection timeframe was rife with un-
certainty, an increase in patient census, and care acuity levels that were higher 
than routine, with treatment options few and untested. Thus, a focus on events 
that cannot be controlled, including death, existed. Analyses specific to the sur-
vey items that reflect death and dying (death comes in threes, moving the crash 
cart, tying a knot, printing the death package) seemed appropriate. The result of 
this focused analysis identified the item describing tying the knot in the bedsheet 
to keep the patient from dying was unfamiliar to 85.1% of participants who be-
lieved in superstitions and 82% of participants who did not believe in supersti-
tions. Unfamiliarity with this item was reported by 9.2% of those who believe in 
superstitions and 10.8% of those who do not. Responses to this item demon-
strated a general agreement on being clinically irrelevant by 86% of those who 
believe in superstitions, and 82% of those that do not, and being very relevant 
for 2.9% of the study population who believes in superstitions, and 4.3% of those 
that do not believe in superstitions. Knowledge of this superstition appears to 
correlate to its clinical relevancy, regardless of one’s personal superstition status. 

11. Conclusion 

Data from this study describe the knowledge and relevance to clinical practice of 
superstitions among nursing staff who provided direct patient care during a pan-
demic. The use of superstitions to explain and minimize the fear of the unknown, 
as described by Taher et al. (2020), together with the multitude of items focused 
on death, illness, or adverse events, is supported by the results of this study. The 
relationship between a person’s self-reported superstitious and the likelihood of 
these superstitions guiding behavior, as outlined by Griffiths et al. (2019), was 
apparent by these data which compared responses of those self-describing them-
selves as superstitious to the study population as a whole.  

Demographically, differences were noted between these results and the research 
literature. While these participants were not athletics, gender-specific differences 
were not identified, neither were age differences. Education and age did tend to 
decrease the relevance of superstitions, which varies from the conclusions of re-
search by Ramezani et al. (2016) and Torgler (2007). The relevance of each su-
perstition to clinical practice varied, yet the ability of these participants to arti-
culate any superstition as relevant correlates to an atmosphere of acceptance. Po-
siting that, if a superstition is relevant to one’s clinical practice, the behavior de-
scribed in the item would occur. Acting on a superstitious belief has not been 
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linked to care outcomes, rendering these activities harmless to the patient, yet 
beneficial to the care provider. 

Institutional policies, specifically those that guide the placement of equipment, 
care interventions, communication between the care provider and the patient, 
and/or when forms or packets should be readied, should remain flexible. This 
flexibility supports the care providers’ need for superstitions to provide a psy-
chological cognitive benefit. As coping mechanisms, superstitions are culturally 
specific and have documented effectiveness for understanding events that cannot 
be controlled. If their use during the COVID-19 pandemic provided a therapeu-
tic benefit for direct care providers, and any perceived control over the challenging 
circumstances, superstitions should be embraced and supported. 
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